Sildena®l, a new oral medication for improving deteriorating erections, has achieved widespread acceptance and very good success. Penile implants as a method of managing a patient's erectile dif®culties are still a popular choice, especially in patients who have failed to successfully restore erections using sildena®l or in those who have considerable scar tissue in the penis resulting in erection deformities. The durability of these devices has been good and the satisfaction rates among patients and partners has been very high, perhaps the highest of all the treatment modalities for restoring erections.
As with any surgical procedure, infections associated with the placement of penile prosthesis can occur. Overall these have been very low, usually in the range of 1 ± 3%. Physicians placing penile implants should be pro-active in taking steps to prevent these infections. Washing the genital region with a strong soap in the days before the procedure, combined with shaving and strong surgical preparation in the operating room should be performed. Antibacterials may be used systematically with the induction of anesthesia and continued for 48 h after surgery until the wound is sealed. Effectiveness of use vs non-use of these prophylactic antibiotics has never been proven in a prospective series but their use is favored by most urologists. During the procedure, frequent irrigations of the wound with antibacterial solution will help to wash out any organisms that have strayed into the ®eld. Prior to the procedure, clearing the skin in the operative ®eld of any comedomes or other sources of infection, as well as treating urinary infections, will certainly contribute to reducing the incidence of infections.
Signs that an infection may be brewing after the wound is sealed are persistent pain in the shaft of the penis or over the prosthesis pump if one is present. Erythema or hyperemia,¯uctuance, purulent drainage from the wound, ®xation of the tubing or pump to the overlying tissues are signs that infection is present. If any part of the prosthesis is exposed, it must be considered as being contaminated or infected. Once one is faced with circumstances where infection is highly likely or obvious, one has the choice of removing the device and returning at a later date for reinsertion. At such a time, dilation of the corporal bodies will be very dif®cult because of the scar tissue which has developed at the site of the prosthesis and the erection will be noticeably shorter because of the diminished stretchability of the penis related to the presence of extensive scar tissue.
The other option, termed the salvage procedure, involves removing all parts of the infected prosthesis, washing the wound, and replacing the device at the same procedure. It is our current practice to offer salvage to patients who do present with an infected penile implant. Patients in whom it might be wiser to remove the prosthesis rather than salvage are those with life-threatening systemic conditions such as septicemia, or diabetic ketoacidosis, or those in whom necrotizing infections with death of penile skin is occurring.
For the past eight years, we have been using a protocol and the steps of the protocol are outlined in Table 1 . The seven irrigating solutions used in the protocol are outlined in Table 2 . During the procedure, the red rubber catheter is used to place the irrigating solutions at the extremities of all the cavities of the wound including the corporal bodies and reservoir cavity. This assures that parts of the wound in contact with the device have been exposed to the antiseptic solutions. Sixty-®ve patients have been included in this series. All had purulent infections of a penile prosthesis or an exposed prosthesis part. In 61 patients, a multicomponent implant was salvaged, in four it was a urinary prosthesis. Nineteen patients (29%) had diabetes mellitus. In four patients, a urethral erosion was encountered, in three the cylinders, in one the pump. The three patients with cylinder erosion underwent a salvage procedure with the replacement of only one cylinder on the non-eroded side. The patient with urethral pump erosion had a salvage procedure, urethroplasty, and replacement of cylinders only at the initial procedure. The remaining prosthesis was placed at a later date. Seven cases involved simultaneous cavernosal reconstruction for building parts of the wall of the erectile body. Six patients had a simultaneous distal corporoplasty for lateral or ventral extrusion of prosthesis cylinder tips. Two patients had a three piece penile implant and double cuff arti®cial urinary sphincter salvaged at the same time. Patient follow up ranged from 9 months to 96 months with a mean of 38 months. Recent contact was made in 85% (55/65) of cases by personal phone call, discussion with the referring physician or of®ce visit.
Of the 50 patients available for follow-up evaluation, salvage was successful in 45 (82%). Five patients developed reinfection of the implant and it was removed. Another ®ve patients developed mechanical problems; two erosions of the cylinder and one each urinary ®stula to the pump, urethral erosion of Goretex and urethral stump necrosis with exposure of prosthesis parts. Two patients died and two patients wished the prosthesis removed because of dissatisfaction with the results. There was no evidence of recurrent prosthesis infection in these four patients. Of those ®ve patients in whom the prosthesis was removed for reinfections, the organism in two cases were Pseudomonas Aeruginosa, in one case Methicillin resistant Staphylococcus Aureus, in one case Staphylococcus Epidermitis, plus Candida Albicans and the ®fth case E. Coli. In the series of 65 cases, 38 (58%) of the organisms were Staphylococcus Epidermidis. One patient with the Pseudomonas Aeruginosa infection and another with an infection with Serratia Marcessens had successful salvage procedures.
Salvage of infected penile implants has a high degree of success, in the range of 82% (45/55). The procedure includes removal of all foreign material, compulsive washings of all parts of the wound and immediate replacement with a new prosthesis. Situations in which a salvage procedure might not be successful include infection with virulent organisms soon after insertion or reparative surgical procedure where considerable cellulitis is present. In such patients, use of systemic antibacterials to obtain good tissue levels of the medication and hopefully reduce the incidence of cellulitis prior to salvage may increase the success rate under these circumstances. Patients with diabetes mellitus and those with purulent infections of the corpora cavernosa have had successful salvage procedures. Immediate replacement of a penile prosthesis after thoroughly cleansing an infected wound has reduced morbidity and cost and is gaining widespread acceptance.
